4 Weber: Bight-sided Iemiplegia; Doyne: Facial Asymmetry spasm. The most difficult to treat was spasm of the pronator, but that seemed to have done very well in this case. The fact of the spasm being so slight was rather against the view that there was a lesion in the internal capsule or the corona radiata. This was one of the best results in hemiplegia he had ever seen.
Dr. J. D. ROLLESTON (President) enmphasized the rarity of hemiplegia and aphasia as sequels of the acute infectious diseases, of which polio-encephalitis was an example. During the twenty-five years he had been occupied with infectious diseases he had seen very few cases of hemiplegia develop. It was now more than eighteen years since he saw a case of hemiplegia following scarlet fever, and he then' published three cases of hemiplegia following scarlet fever. Since then he had not seen a case of it. He had never seen hemiplegia following measles, though one would think, from the text-books, that it was an almost everyday occurrence. The experience of the late Dr. Claude Ker, of Edinburgh, was similar, namely, that nervous complications following measles were not common. He (the speaker) had seen only one case of hemiplegia in typhoid fever, and that was not in a fever hospital, but at a meeting of the Clinical Section of this Society.2 The acute infectious disease most commonly followed by hemiplegia was diphtheria, but even in that disease hemiplegia was uncommon. At a meeting of this Section which was held at the National Hospital for the Paralysed, Queen Square, a case of the kind was reported,' but such were quite exceptional
With regard to aphasia occurring in a snmall child, French writers4 had drawn attention to the comparative frequency of aphasia occurring in typhoid fever, and that might be a ground for regarding the indefinite preceding illness in the present case as typhoid. The mother has noticed the condition since birth, but thinks it is getting more noticeable lately.
X-ray report, January, 1926: " Apparent lack of development of right side, wvith very marked thickening of right frontal area of skull, extending back to pituitary fossa which is smiall and bridged. Does not give appearance of true tumour."
Mr. Howarth reports that there is no intranasal evidence of frontal sinus trouble.
Discitssion.-Dr. HUGH THURSFIELD said he regarded this boy's condition as a more marked example of what, in smaller degrees, was a very coimmon congenital defect, pre-natal, nothing to do with moulding of the head at birth known as "oblique-head."
The shape of the skull was fairly characteristic; there was a flattening of one frontal eminence, usually the left, and a flattening of one occipito-parietal prominence, usually the right. Similarly, there was a prominence on the right frontal and a prominence on the left occipito-parietal area. So the axis of the head, instead of running straight through from front to back, ran obliquely. The tendency in all the patients whose later history he had been able to follow had been for the abnormality to disappear gradually, so that by the age of puberty the children, who were most remarkable objects in their earlier years, had lost their asymimetry, except that the two eyes never quite reached the samiie level. The reason 3 Rev. Neur. anid Psych., 1908 , vi, p. 530. 2A. F. Hertz, Proc. Roy. Soc. Med., 1912 Section for the Study of Disease -in. Children 5 of that, he thought, was the flattening of the orbital plate on the left side. He had never seen such a case in which the eye was damaged or the sight was involved. Still he supposed that if there were a sufficiently severe twist of bones there might be such an alteration of the base of the skull as to involve the optic tract. In the case of the present patient, he believed that in a few years' time Mr. Doyne would not be able to recognize that the boy had ever had much the matter with him. Dr. A. A. MONCRIEFF asked what was the significance of the great thickness of the skull in this case. The skiagram showed an extraordinary thickening of the vault of the skull, perhaps in. He asked whether this had been present also in Dr. Thursfield's cases.
Dr. THURSFIELD (in reply to Dr. Moncrieff) said that Dr. Moncrieff had, he thought, forgotten that the axis of the head was altered, and so also was the axis through which the X-rays passed.
Dr. S. P. HUGGINS said he agreed that one constantly saw some asymmetry of the head in small infants due to moulding during labour, which was evident when one looked down on the skull from above. This persisted in very many cases all through life, as could be shown by careful measurelments. What he had not noticed at all frequently was asymmetry of the level of the eyes. Had Dr. Thursfield included the former type in the cases he mentioned?
Dr. DONALD PATERSON maintained that asymmetry was, in mally cases, due to a tearing of the tentorium during the act of birth. A tear of the tentorium, which ran in all planes, would allow the head to sink in one place, and there would be a flattening out of the opposite side. It was known that the asymmetry corrected itself, but the condition which was so corrected differed from the case now shown. The condition of this patient was a very grave one, especially at 11 years; it was very optimistic to think the head would take on a norinal shape. It was rare to see a grossly asymmetrical head after the age of about 2 years. Dr. A. P. CAWADIAS said that lesser degrees of this asymmetry were very frequent. In the Paris Hospice de Bic6tre, in which there was a special section set apart for children epileptics, the great majority of the children had such asymmetry to some extent; this was a stigma of degeneration.
Dr. E. CAUTLEY said that this type of deformity was distinctly uncommon. He thought there was definite hyperostosis of the supra-orbital ridge on the affected side, in comparison with the other. It was a congenital hyperplasia of bone on that side.
Dr. T. BRUSHFIELD said that during twelve years he had been seeing cases with gross asymmetry of the face. He did not know definitely to what it was due. But in three or four of the cases, however, there was a birth injury. One was not unlike the case of the boy shown to-day.
Mr. DOYNE in reply) said that he brought the case forward in order to obtain opinions as to its nature. The Wassermann was negative. The only point which occurred to him as an argument in favour of it being an excess of bone rather than a mere twisting of the skull, was that the right eye was hypermetropic to the extent of 2D. This might point to a shallower orbit, as the hypermetropic eye had a shorter long axis than the normnal eye, and this might be produced if there was excessive bone formation, making the right orbit shallower than the left.
Epilia. By T. BRUSHFIELD, M.D. 
